INTRODUCTION

3
Monitoring rare events like maternal collapse is essential to improve quality and safety in maternity care. In the UK for example, the Centre for Maternal and Child Enquiries (CMACE) is responsible for producing triennial reports on its enquiries into maternal deaths. The reports contain the results of case reviews of all maternal deaths. They include analyses of trends and recommendations for improving clinical practice and for national policy on maternity. Even with a national triennial reporting system, the infrequency of such events will mean that clinicians (fortunately) are rarely exposed to pregnant women who collapse.
Nonetheless, learning from such events is critical but it is unlikely that individuals can actually do this from direct experience as the events are uncommon (Lewis, 2007) . A review of management in these acute situations has shown that there are often inadequate resuscitation skills amongst doctors, midwives and other health professionals (Lewis, 2007) .
The most recent CMACE report on maternal mortality recommended an improvement of all levels of life saving and resuscitation skills and the implementation of regular written, documented, and audited training for early recognition and management of severely ill pregnant women and impending maternal collapse (Lewis, 2007) .
As maternal collapse is rare, it is important for midwives to review the management of this event. This article is directed towards improving quality and safety in midwifery care by reflecting on such events. This paper commences with a case story (Figure 1 ) that highlights the unexpected nature of maternal collapse. The case has been de-identified and is a collation of a number of real stories. These have been combined in such a way to protect anonymity. The paper then reviews the physiological changes of pregnancy that are relevant to resuscitation, discusses the concept of a perimortem caesarean delivery and highlights the key differences in the management of the collapsed pregnant woman. Data from Australian and UK published reports on maternal mortality were sourced and a review of the practice implications relating to maternal cardiorespiratory collapse is presented.
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LEARNING FROM PRACTICE
Acute emergencies in maternity rarely happen. When they do occur, the events are often catastrophic and the outcomes can be tragic. It is difficult to learn from such events due to their rarity. Ensuring quality and safety in maternity care however means being able to respond in acute emergencies as well provide high quality ongoing care. These changes underpin the reasons pregnant women need special consideration during a maternal collapse.
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A maternal death will have a long lasting impact on the staff involved in her care and is likely to impact upon the care of subsequent women. The 2000-2002 CEMACH report states the need for supportive counselling for those involved in a maternal death (Lewis, 2004) and all staff should be offered access to appropriate services (Dietz, 2009) .
CONCLUSION
Cardiopulmonary arrest in pregnancy is fortunately a rare event that many midwives will not encounter during their career. Successful outcomes for both mother and baby require prompt care, with attention to several specific differences in the causes and management of collapse in pregnancy. The woman's airway should be secured early and the performance of a perimortem caesarean section should be considered at the outset of the arrest. Institutions should have plans in place for the performance of perimortem caesarean, and pregnancyspecific training, including simulation, should be performed on a regular basis.
Attention needs to be focused on clinician education in early recognition and management of unwell mothers, and awareness that the physiological changes of pregnancy may mask serious pathology until late in the course of the illness. Measures to ensure quality and safety are necessary in all maternity units to care for women who experience collapse.
